To provide estimates of physical abuse and use of health services among depressed women in order to inform efforts to increase detection and treatment of physical abuse.
D
espite the growing recognition that physical abuse affects physical and mental health, [1] [2] [3] [4] events of abuse usually remain unreported by women [5] [6] [7] and unrecognized by medical professionals. 6, 8, 9 Community surveys have estimated that between 18.1% and 36.4% of women have been physically abused as adults, with 1-year prevalence rates ranging between 8.0% and 14.4%. [10] [11] [12] [13] Physical abuse is associated with important problems for women's physical and mental health. A number of studies have documented higher rates of depressive disorders and mental health problems among abused women. [13] [14] [15] Despite evidence linking depression and physical abuse, surprisingly little is known about the prevalence of physical abuse among depressed women.
In addition to its etiologic importance, physical abuse may play a role in whether depressed women seek treatment for depression. Although physical abuse increases women's need for both physical and mental health services, [2] [3] [4] it is often accompanied by other coercive behaviors that may prevent women from seeking help. Perpetrators of physical abuse may restrict an abused woman's contact with other people, her access to family resources such as money and transportation, 16 or her ability to make independent decisions about what she needs. 17 Abused women who visit a physician may not be able to use the encounter to obtain the help they need. A national survey found that abused women reported greater unmet health needs, despite their higher levels of health care use. 2 The purpose of this study was to document the prevalence of physical abuse by partners or family members among a population-based sample of depressed women and to examine the relation between physical abuse and use of services for emotional problems. We hypothesized that abused, depressed women would have more severe physical and emotional illness when compared with nonabused, depressed women. In addition, we hypothesized that depressed women who were experiencing ongoing abuse would be less likely to seek treatment for their emotional problems than women who had experienced abuse in the past or never.
METHODS

Subject Recruitment
Data for this report were taken from a study of ruralurban differences in mental health treatment among a community-based sample of depressed persons. We completed the first stage of depression screening via telephone interviews. The intent of this phone call was explained to interviewees as, "We want to learn more about the health care needs of people living in Arkansas." We sampled adults aged 18 years and older in 11,078 randomly selected Arkansas households with listed and unlisted telephone numbers, using a stratified sampling design to oversample nonmetropolitan counties. Recruitment began in April 1991 and continued for 16 months. The screened households represented 70.5% of the 15,721 households attempted; of the remaining households, 6.5% refused to participate and 23.5% did not complete the screening interview. Nine percent ( n ϭ 998) of household members screened positive for substantial symptoms of depressionface-to-face interviews have shown that our depression screener has an 89% sensitivity, a 95% specificity, and a 23% positive predictive value when compared to a "gold standard," the Diagnostic Interview Schedule (DIS). 18 There were 713 women in this group. Excluded were 228 bereaved, 39 manic, and 10 acutely suicidal women who were immediately referred to treatment, in addition to 3 subjects who reported no symptoms of depression at the in-person interview.
Of the 433 eligible depressed women, 317 (73.2%) agreed to participate in a 3-hour, face-to-face, baseline interview, which 90.4% of subjects completed within a month after the telephone interview. Women participants did not differ significantly from nonparticipants in race, marital status, income, employment, education, and residence; however, there were differences in age. Women participants were younger (mean age 45.9 vs 56.9 years, p Ͻ .0001) and more likely to reside in metropolitan areas (27% vs 16%, p Ͻ .02) than nonparticipants.
This study was approved by our institutional review board. Written informed consent was obtained at the baseline interview. Participants were paid $100 for participating in the study. Persons who were acutely suicidal at the screening or baseline interview were referred to the nearest mental health provider and excluded from the study. Participants who reported acute suicidal symptoms in subsequent contacts were immediately referred to treatment and dropped from subsequent waves of the study. All subjects were extensively debriefed at the end of the 12-month study, educated that their symptoms were part of a treatable disease, and either referred to their usual providers or given information on how to obtain services. Subjects who reported physical abuse within the study period were offered information on where to seek help for domestic violence.
Data Collection
We conducted telephone interviews with 307 (96.8%) of the original 317 women subjects at 6 months and with 303 (95.6%) at 12 months. The research team collected and reliably abstracted essentially complete medical, pharmacy, and insurance records for the year following baseline on all 303 women. Records were judged to be essentially complete when diagnostic and billing information was available from either the provider or the insurer (for subjects with insurance).
Measures
Physical Abuse. The Conflict Tactics Scale (CTS) was used at the 12-month interview to measure exposure to physical abuse. 19 The CTS is the most widely used measure of domestic violence in survey studies. 20 Subjects are asked about a list of actions that a person might experience in a conflict, from items low in coerciveness (for example, sulking and/or refusing to talk about an issue) to items high in coerciveness and aggression (kicking, biting, or hitting with a fist). Women were asked whether a family member or someone they knew well, such as a boyfriend, had committed these actions against them in a conflict. We coded physical abuse and severe physical abuse using the CTS authors' methods. 19 Severe abuse included choking, burning, or threatening with a knife or gun, while physical abuse included severe abuse items plus other items such as throwing something, pushing, or slapping. Respondents were asked about their experiences before the age of 16, between age 16 and the time they entered the study, and during the study year (between the baseline interview and the 12-month follow-up). The age 16 was used because women can consent to marriage at 16 years of age in Arkansas.
We categorized women into three mutually exclusive groups according to the recency of abuse: women who reported abuse in the study year were considered to have recent abuse, women who were abused as adults but not in the study year were grouped as previous adult abuse, and women with no abuse histories as adults were the third category. We used this coding scheme so that we could separate women who were experiencing ongoing abusive situations from women who had previously experienced abuse in adulthood. We treated childhood abuse as an independent predictor of abuse in adulthood.
Women who reported physical abuse at any time during their lifetime were asked whether they had ever reported such an incident to a doctor, psychiatrist, or other health or mental health professional.
Health Care Utilization. Health care services were coded as treating physical or mental health problems by trained raters who reviewed medical charts and insurance records during the year following baseline using an explicit protocol that attempted to correct for the undercoding of treated emotional problems (M. Zhang et al. Estimating health care utilization and charges: a protocol for requesting and abstracting subject records. A copy of this protocol can be obtained by contacting the corresponding author). A visit was considered to be for a mental health problem if the patient identified it as such, if a mental health diagnosis was listed on the insurance claim or medical chart, or if notes in the medical chart indicated that a mental health problem was addressed (i.e., psychiatric symptoms noted, psychotropic medication prescribed). All other services were considered to be for physical health concerns. We calculated subjects' use of inpatient admissions, emergency department (ED) visits, general medical provider visits, and mental health specialist visits for mental health problems. In addition, we calculated use of inpatient admissions, ED visits, and visits to general medical providers for physical health problems. Use of psychotropic medications was identified from pharmacy records and patient report.
Social and Demographic Factors. Sociodemographic fac-
tors were coded based on responses during the baseline interview. Age was used as a continuous variable, race was identified as minority or white. Education was coded in three categories (less than high school, high school graduate, and any college). Urban residence was coded if the respondent lived in a metropolitan statistical area with all other locations considered rural. Marital status was dichotomized as married (or living as married) versus not married. A dichotomous variable was used to indicate whether the respondent had health insurance coverage. Women who indicated that they had worked full-time at any point during the previous year were considered to be employed. Household income was adjusted for the number of persons supported by the income and expressed as the ratio of the annual income to the poverty level, with higher values indicating higher income. 21 Social support was measured at baseline by the number of persons the subject felt she could confide in. 22 Severity of Mental and Physical Health Problems. Depressive symptoms at baseline were measured using symptom counts of the nine criteria for major depression measured by the Inventory to Diagnose Depression scale. 23 Because of its clinical significance, we examined one of the nine criteria, suicidal ideation, separately. Axis I comorbidity was measured at baseline by the number of lifetime psychiatric diagnoses the subject met criteria for using the Quick Diagnostic Interview Schedule (QDIS), 24 including generalized anxiety disorder, mania, schizophrenia, obsessivecompulsive disorder, panic disorder, and substance dependence or abuse (including alcohol, marijuana, stimulants, sedatives, cocaine, heroin/opiates, PCP/psychedelics, and inhalants). Lifetime posttraumatic stress disorder, as assessed using the QDIS at the 12-month interview, is reported separately here and is not included in the Axis I comorbidity measure. The number of drinks of alcohol consumed on the occasion of the heaviest drinking during the 12-month period was determined. A separate measure of illicit drug use during the past year was also coded from the QDIS. Axis II comorbidity, operationalized as the probability of personality disorder, was measured by a semistructured interview, the Iowa Personality Disorder Screen. 25 Previous hospitalization for mental health problems was measured by a single item at baseline, which asked subjects whether they had previously been admitted to the hospital for any emotional problems. History of childhood abuse was coded as yes or no based on reports from the CTS (see above). Physical comorbidity was measured at baseline by summing the number of 12 chronic physical problems for which the subject reported currently receiving treatment.
Analysis
We weighted the data to represent the age, gender, educational distribution, and regional distribution of the state's population. In the Results section, we present unweighted number values and weighted percentages. We used logistic regression first to identify sociodemographic characteristics related to physical abuse and subsequently to investigate how physical abuse was related to the severity of mental and physical health problems. A similar strategy was used to test the relation between recency of abuse and health services utilization, where covariates included potential sociodemographic confounders as well as indicators of severity of illness. Separate analyses were conducted to compare women abused during adulthood with nonabused women as well as to compare women who experienced recent abuse with all others. We chose this approach so that we could examine two different hypotheses about the relation of abuse history to services use: First, we hypothesized that abused, depressed women would have increased need for health services (thus, we needed to compare women with any adult abuse treatment and those with none). Second, we hypothesized that women with recent abuse would have decreased access to mental health services as compared with other depressed women.
RESULTS
Subjects in Study
The depressed women were on average 45.8 years old (SD 15.9, range 18-86), 82.9% were white, 57.1% were high school educated, and 61.6% were currently married. Subjects had an average of 2.5 physical comorbidities (SD 2.0, range 0-9) and 1.3 other psychiatric comorbidities (SD 1.4, range 0-8). All subjects met criteria for substantial depressive symptoms at baseline at a cutpoint that has been shown to be associated with as much functional impairment as recent major depression or dysthymia. 26 One in three women (31.8%) met lifetime criteria for major depression only, 0.7% met lifetime criteria for dysthymia only, and 48.6% met lifetime criteria for major depression and dysthymia.
Prevalence of Domestic Abuse and Associated Factors
Physical abuse was common in this community sample of depressed women (Table 1) . One hundred sixty-one women (55.2%) reported ever experiencing physical abuse as adults (since age 16). Forty-one women (14.5%) reported recent abuse, defined as physical abuse occurring during To determine whether demographic characteristics identified women with recent or previous abuse, we ran separate regressions, first comparing women with recent abuse and all others (those with previous abuse and those with no abuse history) and then comparing women with any adult abuse (recent or previous) and those with no adult abuse. Compared with all others, women reporting recent abuse were less likely to be white (odds ratio [OR] 0.3; p ϭ .002) and insured (OR 0.4; p ϭ .012). Compared with nonabused women, women abused in adulthood were younger (OR 0.7; p ϭ .024), but did not differ in other respects including education, rurality, marital status, income, employment, or social support (Table 2 ). These results indicated that we needed to control for age, race, and insurance in subsequent analyses.
Women who reported recent or previous physical abuse tended to have worse physical and mental health status than the nonabused group. (Table 3) Recently abused women had greater odds of illicit drug use (OR 2.7; p ϭ .02), Axis II comorbidity (OR 2.3; p ϭ .03), childhood physical abuse (OR 4.7; p ϭ .0001), and having three or more chronic physical problems (OR 3.5; p ϭ .002). Compared with nonabused women, women abused in adulthood had more depressive symptoms at baseline (OR 1.2; p ϭ .0007) and were more likely to report suicidal ideation (OR 1.8; p ϭ .04). Abused women also were more likely to report other Axis I comorbidity (OR 1.3; p ϭ .0076), including lifetime posttraumatic stress disorder (OR 3.5; p ϭ .0002). They also were more likely to report any Axis II comorbidity (OR 1.7; p ϭ .04), three or more chronic physical comorbidities (OR 2.1; p ϭ .009), previous mental health hospitalization (OR 2.0; p ϭ .05), and childhood physical abuse (OR 3.2; p ϭ .0002).
Health Services Utilization
Health services use for physical and mental health problems was examined in the three groups of women using regression models controlling for sociodemographic and severity-of-illness variables (Table 4) . Compared with other depressed women, recently abused depressed women had five times the odds of receiving services for physical problems (OR 5.7; p ϭ .021), but only one third the odds of receiving outpatient care for mental health problems during the year following baseline (OR 0.3; p ϭ .013). When compared with nonabused women, abused women were less likely to use specialty mental health services (OR 0.4; p ϭ .05).
DISCUSSION
The 55% prevalence of physical abuse in adulthood reported in this community-based sample of depressed women is much higher than the 18% to 36% lifetime prevalence of physical abuse reported in general population samples. [10] [11] [12] It is closer to the 54% abuse prevalence rate reported by women emergency department patients, 6 than to the 34% to 39% rate reported by women primary care patients. 5, 8, 27 In contrast, current physical abuse does not appear to be more common among these depressed women (14%) than it is in the general population (8-14%). 2, 5, 8, 10, 11, 13 Although the study design does not allow us to ascertain the direction of the relation, our results suggest that abused depressed women have more severe physical and mental health problems than nonabused depressed women. Exposure to physical abuse also appears to create barriers that limit women's ability to obtain appropriate mental health care. Depressed women in ongoing abusive situations are only one third as likely to obtain mental health care from either a general medical physician or a mental health specialist, while they are five times as likely to seek care for physical problems. This pattern is consistent with other work that suggests abused women may use services at similar rates to nonabused women but continue to have multiple unmet needs for care. 2 It is also consistent with the controlling nature of an abusive relationship: men who batter their wives may allow them to seek care for physical symptoms as long as they do not disclose information that would lead to the detection of the abuse. Nearly all (93%) of the abused depressed women in our sample sought general medical care; thus, effective screening for domestic violence could be an important step in linking women to help they badly need and will not get otherwise given their reticence to seek mental health care. This becomes particularly critical for the 41% of depressed women abused each year who report severe abuse, such as choking, beating, or threatening with a gun. The low rate of detection reported by depressed abused women provides further support for studies which show that women do not volunteer information about the problem, [5] [6] [7] and providers do not inquire about exposure to violence in effective ways, 6, 8, 9, [28] [29] [30] despite the encouragement of professional organizations, consensus panels, and others. 1, [31] [32] [33] [34] Physicians most commonly attribute failure to detect physical abuse to women's unresponsiveness to inquiries about it as well as to infrequent visits. 35 Women's unresponsiveness to physician's inquiries may be related to their fear of further violence, their financial and emotional inability to leave an abusing partner, and feelings of responsibility for the violence. 34 Clearly, more effective methods to detect physically abused women during general medical visits need to be developed, evaluated, and disseminated. 36 Simple interventions, such as the inclusion of screening questions on a health history form, can increase the identification of physical abuse 37 ; however, the impact of such simple approaches on treatment and outcomes has not been tested. Given the prevalence of adult physical abuse among depressed women, further study is needed to determine whether the outcomes of care or the effectiveness of widely recommended treatments for depression are influenced by previous or current exposure to abuse.
Best care practices should encourage physicians to use specially tailored interventions for managing the course of care for depressed abused women, including consistent encouragement to take necessary actions to ensure safety. Unfortunately, current guidelines for depression care do not address domestic violence. 38 Our findings are strengthened by the study's community-based sample, the high follow-up rate, and the extensive procedures we used to obtain a validated measure of health services use based on patient selfreport and medical record review. However, because abuse and services use were both assessed retrospectively, recall bias may have affected the findings. A cohort study with prospective assessment of these key variables is needed to confirm our findings. Such a study would also be useful in untangling the causal relations between abuse and severity of physical and mental illness, which we were not able to address in this study. If social desirability bias led to underreporting of abusive incidents, the odds that recently abused women seek general medical care only for physical problems may be even greater than we report. In addition, we acknowledge limitations to the generalizability of our findings. Because we recruited our cohort using a telephone survey, we eliminated approximately 11% of the state's residents who were without a household telephone, one fourth of households with telephones that did not participate in the screening survey, and one third of eligible persons who screened positive for depression but refused to participate in the longitudinal study. Although the response rate is similar or better to that achieved in other community-based telephone surveys and health services studies, our results are less generalizable to very low income populations (presumably those without telephones) and older women living in nonurban areas.
In conclusion, because nearly all depressed women experiencing physical abuse sought general medical, rather than mental health care during the study year, general medical care screening for physical abuse appears to be a critical link to professional help for abused, depressed women. To aid this screening, research is needed to inform primary care guidelines about methods for increasing detection of abuse in depressed women.
